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BRUXISM : A REVIEW AND A CASE REPORT 


EDWARD W. STROTHER, D.M.D.* and 
GEORGE E. MITCHELL, D.M.D.** 
Birmingham, Alabama 


Reprinted from the Journal of Dental Medicine 
Vol. 9, No. 4, October 1954, pp. 189-202 


RUXISM is usually defined as the grinding of teeth during 

sleep. The term is reported to have been used first by Samuel! 
C. Miller, having been derived from the word bruxomania. The lat- 
ter term, according to Isador Hirschfeld, is derived from la Bruxo- 
manie, and was first used by Marie and Pietkiewix in 1907(Boyens). 
Other terms for the same condition are kardi effect, stridor dentium, 
and occlusal neurosis. Bruxomania is defined as the grinding of 
the teeth as a manifestation of neurosis, usually occurring during 
sleep. Most authors do not make any distinction between the two 
terms, bruxism and bruxomania, as they are usually grouped togeth- 
er in discussion. In fact, Boyens’ definition includes inaudible 
clenching, audible gnashing, cusp tripping and abnormal contacts 
made during the most extreme and unsuspected mandibular excur- 
sions. Occlusal neurosis, a term relevant to this discussion, was 
defined by Tishler as the grinding, pounding, or setting of the teeth, 
when the mouth is empty. Leof refers to such conditions as clamp- 
ing and grinding habits. 


ETIOLOGY 


The cause of bruxism and related conditions can for the most 
part be classified under three main headings: (I) psychic factors, 
(Il) intraoral mechanical factors (occlusal imbalance), and (III) ex- 
traoral organic factors. 


PSYCHIC FACTORS 


The psychic factors are the most important and are almost al- 
ways present, despite the fact that the intraoral mechanical factors 
usually receive all the emphasis. The psychic factors which cause 
or contribute to bruxism generally include emotional tension in the 
form of unrealized aggression, neuroses, and deleterious habit pat- 
terns. As one can readily see, bruxism should, in most cases, be 
classified as a psychosomatic illness. 


‘“‘The theory that there is a relationship between the psyche and 
the soma, the mind and the body, is not a new one. As early as 380 
B.C. it was expressed by Aristotle, who wrote, ‘Probably all the 


* Fellow in Oral Medicine, University of Alabama, School of Dentistry, Birming- 
ham, Alabama. 


** Fellow in Oral Pathology, University of Alabama, School of Dentistry, Birming- 
ham, Alabama. 
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affections of the soul are associated with the body; anger, gentleness, fear, 
pity, sorrow, and joy, as well as loving and hating, for when they appear 
the body is also affected.” However, it remained for Freud to supply the 
stimulus which evolved into the modern concept of psychosomatic medi- 
cine, and, from the point of view of scientific thought, the beginning of the 
psychodynamic approach must be credited to him and his theories that a 


great part of human behavior is determined by unconscious motivation.”’ 
(Ash) 


The term psychosomatic is derived from the original psysomatic 
coined by George Draper some thirty years ago (Miller). The Ameri- 
can Illustrated Medical Dictionary, twentieth edition, defines psy- 
chosomatic as ‘‘bodily symptoms of a psychic, emotional or mental 
origin.’” Psychosomatic medicine is a relatively new field. A tre- 
mendous impetus was received from World War II due to thousands of 
emotionally induced physical disturbances (Grinker and Spiegel). 


Some of the illnesses now known to be either caused by or great- 
ly influenced by psychosomatic mechanisms are peptic ulcers, gas- 
tritis, duodenitis, ulcerative colitis, hypertension, recurrent neuro- 
dermatitis, urticaria, bronchial asthma, headaches, nail-biting and 
hyperthyroidism. Just as psychosomatic medicine is being given its 
just recognition, the field of psychosomatic dentistry is also assum- 
ing its rightful position. 


Miller defines psychosomatic dentistry as the relationship of the 
mental well being to the health and integrity of the oral tissues. 
Stolzenberg quotes ‘“‘It is by no mere coincidence that the dentist is 
faced by such problems as gagging, retching, fear of dental service, 
buming sensations of the tongue, excessive salivation, alterations in 
the salivary pH, teeth gnashing and bruxism. Nervous tensions and 
psychogenic repressed factors contribute tremendously to the psy- 
chosomatic problems in dentistry.” 


Emotional Tension: Campbell, in an excellent dissertation on 
psychosomatic mechanisms, quoted Sherrington, a great English 
neurophysiologist, as saying, ‘‘Emotion moves us, hence the name.”’ 
Campbell further states that ‘‘moved to tears, paralyzed by fear, 
tense with expectancy, breathless with excitement, gnash our teeth 
with rage, raging headache, buming tongue, a foul mouth, sick with 
fear, griped by someone’s gall, impotent with rage, are all expres- 
sions of emotion.’’ He states that ‘‘emotional reactions have their 
origin in quite primitive biologic mechanisms concerned with food 
getting, with protection from danger, and with reproduction of the 
species; in other words, they occur in those organismal reactions 
most clearly related to survival of the individual and of the race - 
hunger and sex. In humans they become very complex, because in 
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addition to being directly aroused by external threats to life (suchas 
starvation, conquest by enemies, or deprivation of affection) they 
may be activated indirectly by symbols or cues which have come to 
stand for, or represent, such extemal situations. Subjective states 
of fear or anger, together with their somatic expressions in the form 
of trembling, dilated pupils, tumultous heart action, clenched teeth, 
dry mouth, and other visceral reactions, may be produced in response 
to a real environmental danger or to the thought or memory or symbol 
of one. Memories, phantasies, the anticipation or misinterpretation 
of facts can all arouse as strong (and sometimes stronger) emotional 
reactions as can actual happenings in the external world. Anxiety 
is produced then, when our impulses clash with the external realities 
of social existence or when they conflict with each other. Drives 
for sexual gratification not only clash with morality, but their ag- 
gressive aspects are incompatible with coexisting tender, protective, 
altruistic trends within the personality. The tension thus produced 
can lead to such alarming symptoms as frigidity, impotence, and oth- 
er troubles. Continual stimulation of the emergency system of the 


body can produce high blood pressure, arteriosclerosis and, eventu- 
ally, heart disease.’’ 


Unrealized Aggression: Rittenburg, as quoted by Miller, explains 
the etiology of bruxism by saying ‘‘Within the personality there ex- 
ists an aggressive group of instincts. They strive to find expres- 
sion in the outside world. They would destroy, they would engulf, 
they would annihilate the outside world if they could get there. We 
can occasionally see this happening in pure form, in the manic rages 
of the insane. But under ordinary circumstances, the world of per- 
sonal and social reality sets up barriers to the unchecked gratifica- 
tion of these instincts, in the form of conscience, morality, educa- 
tion and training. When the dynamic relationship of aggressive 
drives and repressing forces begins to show strain, the muscles of 
the mouth may begin to show irrational phenomena. They may con- 
tract unconsciously in response to the ‘leaking out’ of aggressive 
instincts, and bruxism results. In every case of grinding of the 
teeth, there is a defect in the measures which the personality em- 
ploys to inhibit aggression. In every case of bruxism the core of the 
problem is to be found in the functioning of the personality. The so- 
matic destruction is the avenue of expression for the psychopatholo- 
gy which determines the why of the disease.”’ 


Ewalt gives some insight as to the incidence of these conditions 
by stating, ‘“Every patient has somatic and psychological problems, 
excepting those that are dead when the doctor arrives.”’ 


Neuroses: Blakiston’s New Gould Medical Dictionary, First Edi- 
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tion, defines anxiety neurosis as a ‘‘psychoneurosis characterized 
by emotional instability, irritability, apprehension, and a sense of 
utter fatigue; caused by incomplete repression of emotional problems. 
It is associated with visceral phenomena such as tachycardia, pal- 
pitation, nausea, a sense of suffocation, diarrhea, tremors, and per- 
spiration.’’ Borland says ‘‘The term ‘neurotic’ has many unwarranted 
fearsome connotations for many people. We all tend to resent its ap- 
plication to ourown behavior and many of us are very reluctant to ap- 
ply it to the behavior of others. The word really refers simply to the 
tendency to display, in certain situations, habitual behavior pattems 
or feelings which are less satisfying than other more appropriate re- 
actions. Interpreted in this sense, the word is applicable at times 
to all of us.”’ 


Massler and Malone, in a review of nailbiting, said “All children are 
subjected to a bombardment of ‘musts’ and ‘must nots’ and live in an 
environment of frequent frustrations which inevitably create tensions. 
When those frustrations are mild and the child is an adaptable one, 
a ‘normal’ situation results. If the tensions are severe and the child 
is not very adaptable, neurotic tendencies begin to appear.”’ 


Habits: Sorrin, in an outstanding article on habits and their re- 
lation to periodontal disease, said that “habits, in general are ac- 
tions which at first were deliberate and occasional, but which 
throughout repetition became subconscious and reactive.’’ He con- 
tributes a very excellent classification of habits. He groups any ab- 
normal occlusal habit, or occlusal and incisal grinding, and clench- 
ing of teeth in control of emotions, under habit neuroses. Under oc- 
cupational habits he incorporates any occupation in which, through 
concentration on work, the patient is found grinding the teeth in 
thythm with the work at hand. Leof has also listed various clamping 
and grinding habits but Sorrin’s outline is the most complete. 


In their text on periodontia, Stillman and McCall state that “‘hab- 
its of occlusion are usually the results ofnervousness and may cause 
injury in the case of teeth whose occlusion in the normal movements 
of the jaw is innocuous. This is due to the fact that the patient 
tends to place the mandible in an unusual position in order to repeat 
an occlusal contact first occurring by accident only, thereby estab- 
lishing a new occlusal habit.” 


INTRAORAL MECHANICAL FACTORS 


Tishler discussed mechanical and psychic factors together be- 
cause he recognized that the two are inseparable. Just as periodont- 
oclasia is influenced by both local and systemic factors, bruxism can 
be modified or precipitated by psychic and/or mechanical factors. 
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In other words, mechanical factors play an important role in the eti- 
ology of bruxism, but without the proper emotional background brux- 
ism will not result. Likewise, a patient can very easily possess the 
proper emotional predisposition for bruxism, but may lack the me- 
chanical catalyst, such as a premature contact, which could attract 
attention and initiate a grinding neurosis on either a conscious or 
unconscious level. Tishler lists the following mechanical condi- 
tions which contribute to bruxism. (1) occlusal trauma, (2) extra-al- 
veolar leverage, (3) hypo-occlusion, and (4) tooth morphology. 


Occlusal Trauma: “Even mild cases of occlusal trauma or minor 
anatomic defects as sharp cusps, will receive undue attention by the 
neurotic individual, resulting in bruxism.’ He also stated that a 
large percent of patients whose normal psychic impulses are easily 
unbalanced often develop the habit of continually grinding or abnor- 
mally pressing the teeth together with much force. This is undoubt- 
edly induced by a feeling of discomfort due to traumatic occlusion. 
The habit neurosis is most frequently practiced during sleep, periods 
of worry, excitement, unusual stress or effort. It is found that such 
patients are inclined to magnify the importance of ordinary events, 
which keeps them in a state of constant mental unrest and likewise 
exerts an influence on the physical fatigue of which they often com 
plain. Tishler says, ‘‘The habit of grinding or pressing the teeth to- 
gether occurs so frequently with such cases that the writer believes 


traumatic occlusion to be a contributing factor of major etiological 
importance.’’ 


Extra-Alveolar Leverage: One of the conditions responsible for 
the development of an occlusal habit neurosis is that which Gottlieb 
terms an extra-alveolar leverage. He believes that the teeth con- 
stantly move occlusalward during life and that some erupt more rap- 
idly than others. This circumstance results in traumatic occlusion. 


Hypo-Occlusion (Open Bite Case): It has been observed that 
bruxism occurs in some patients who have an absence of centric oc- 
clusal contact in the incisal region. In an unconscious effort to es- 


tablish contact in this region, they may grind their teeth until con- 
tact is established. 


Tooth Morphology: There is a morphological factor involved in 
the practice of habit neuroses. This may be illustrated by consider- 
ing those bicuspids and molars with long pointed cusps developed at 
an acute angle to one another with an intervening, narrow intercuspal 
space. Because of the existing occlusal relationship, the buccolin- 
gual and linguo-buccal mandibularmovements are markedly restricted 
and confined entirely to a limited area on the cuspal surfaces. In 
other words, the occlusal movements are more or less “‘locked’’ and 
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the teeth thereby deprived of the free, easy motion which normally 


permits cusp points to slide past one another and distribute occlusal 
stresses evenly. 


Traumatic Occlusion, Malocclusion, Dentigerous Cysts: In speak- 
ing of bruxism in children, Miller lists these factors. He says ‘‘that 
although children often grind their teeth during sleep because of 
stomach disorders, nervousness, or psychogenic ‘disturbances, trau- 
matic occlusion, malocclusion, or dentigerous cysts may be respon- 
sible for this condition.’’ More precisely, it is the combination of 


the local irritating factors and the emotional factors which produce 
bruxism. 


EXTRAORAL ORGANIC FACTORS 


This aspect of the etiology of bruxism, like the preceding two 
divisions, is also not clearcut. Actually, there is an inseparable re- 
lationship among all these factors. 


Endocrine Dysfunction: Wolf says, ‘‘An overactive thyroid gland 
may cause great nervous tension which in turn may cause bruxism.” 
Miller states, ‘‘An abnormal habit may be produced by endocrine dys- 
function, and in these instances a careful examination of the patient 
is advised. For example, an overactive thyroid gland may result in 
great nervous tension which in turn may lead to bruxism.” 


It has been stated that psychic factors are very important in the 
etiology of thyroid disorder, especially hyperthyroidism (Ewalt, 
Means). Here we have a vicious cycle where the psychic factors set 
the stage for bruxism. The increased irritability produced by the 
bruxism in turn aggravates the hyperthyroid state. Thus a patient 
who already has difficulties that he cannot handle is faced with an- 
other problem; that is, bruxism, or loss of teeth due to bruxism. This 


of course, augments the nervous tension, which in tum increases the 
thyroid condition. 


Nervous Reflexes: Miller states that bruxism may be due to nerv- 
ous reflexes. For instance, a person with a chronic gastrointestinal 
disorder may be so stimulated as to cause him to grind his teeth. A- 
long this same line of thought, Miller states that ‘‘bruxism in chil- 
dren is considered to be due to vesical irritability, hyperacidity of 
urine, er rectal parasites.’’ Obviously, any of these conditions can 
initiate a nervous reflex over a period of time. Matthews says it is 


common to find bruxism in nervous children who are suffering with 
helminthiasis. 
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SIGNS AND SYMPTOMS 


Bruxism is associated with periodontal disease in most cases. 
Bruxism should be suspected when (1) teeth are worn more than is 
normal for the age of the patient, (2) when the chief complaint is 
sore teeth or aching jaws upon awakening, (3) when the restorations 
are unaccountably broken, (4)in all cases of alveolar bone resorption 
(Ingersoll). Another sign is the presence of an incisal or in some 
cases cemental sensitivity to hot or cold or acid substances. The 
incisal sensitivity will, of course, be due to failure of the pulp to 
lay down secondary dentin as fast as the incisal dentin is being worn 
off. Sensitivity of cementum may be due toa referred pain from the 
periodontal fibers which have been traumatized and irritated because 
of the abnormal stresses of the grinding or clamping habits. Boyens 
reports that sore teeth upon awakening and gingival bleeding at night 
are frequent signs of bruxism. 


Leof says that the existence of even some of the following symp- 
toms at the moment of awakening is usually proof that the patient has 
been clamping or grinding. These include a throbbing soreness of 
the teeth which disappear a few minutes after awaking, a conscious- 
ness of teeth in any way, teeth in contact, sensation of looseness, 
a feeling of tension in the region of the antra, strained muscles of 
mastication, or a consciousness of the temporomandibular joint. 


Glickman says that bruxism may be attended by temporomandibular 
joint disturbances as the result of trauma from continual grinding or 
excessive overclosure due to abnormal wear, inadequately compen- 
sated for by continuous eruption. The disturbances which may re- 
sult from such occlusal disharmonies vary in intensity depending up- 
on the severity and duration of the trauma and the degree of compen- 
satory adaptation which occurs in the joint. 


DIAGNOSIS 


‘‘Unfortunately, the diagnoses of bruxism are as varied as the or- 
igin. These conditions are being diagnosed as Vincent’s infection, 
Vincent's angina, trench mouth, gingivitis - all of the common dis- 
orders - and are being treated on the supposition that destruction of 
the organisms will clear up the disorder. We have demonstrated, as 
have many others, that this theory of medicinal application and oral 
hygience is unsuccessful.’’ (Ingersoll) 


The diagnosis of bruxism is not an easy one. A large number of 
patients so afflicted are completely unaware of it. Leof helps es- 
tablish his diagnosis in the following manner. He asks direct ques- 
tions on the first visit. ‘‘Do you clamp your teeth? Do you grind 
your teeth?” “In a small percentage of cases, the answer is in the 
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affirmative. Usually, however, the patient is puzzled and cannot 
answer or emphatically denies the possibility of any such habits. 
This response should not deter the practitioner. A brief explanation 
is offered the patient. The patient is told that many persons have 
habits of which they are unconscious, and the unconscious existence 
of a habit is no indication of wrongdoing. The explanation that such 
habits are common and can be eliminated by conscious efforts often 
aids the patient in overcoming any mental resistance which might hin- 
der an attempt to disclose the habits. It also tends to create in the 
patient a realization of the damage that he may be causing his teeth 
through unknown habits. It will arouse his curiosity and interest and 
thereby lead to his cooperation. .... By assuming the role of a vigi- 
lant and impartial observer, the patient may be able to clearly estab- 
lish in his conscious mind all thehabits in which he may be indulging 
unconsciously. After one week of observation, the patient is usually 
conscious of daytime habits. His difficulty comes with an attempt to 
recognize and describe night habits. . . .Where there are doubts, heis 
asked to check for the symptoms of bruxism at the moment of awak- 
ing. Often in nocturnal grinding, the noise of the gritting and slid- 
ing of the teeth is quite audible, so that someone sleeping near the 
patient can easily discover the habit. Where the patient may be a 
“‘clamper”’, we ask that he have someone gently part his lips while 
he is asleep and note the position of his teeth.’’ 


Boyens employs essentially the same procedure except that he 
has the patient repeat to himself before going to sleep, “‘I will awak- 
en if I bite or clench my teeth.’’ Several months may be required for 
some patients to accomplish this. He has found that the waking sug- 
gestions often ‘‘carry over’’ and are thus also effective during sleep. 

Some patients complain of becoming ‘‘tooth conscious’’, but that 
is the lesser of a number of evils, and usually they recover from it 
in a comparatively short time (Boyens-Leof). 


It appears then, that to be able to make an accurate diagnosis 
of bruxism, one must have a knowledge and appreciation for psycho- 
somatics, and be able to obtain an adequate history from patients 
who may be unaware of the habit. 


PHY SIOPATHOLOGY 


In order to understand the effects of bruxism, it is necessary to 
have a knowledge of the physiology of the normal periodontal mem- 
brane and related tissues. The following discussion was taken from 
Leof’s paper on clamping and grinding habits. 

NORMAL FUNCTION OF PERIODONTAL MEMBRANE 


The periodontal membrane functions as a cushion between the in- 
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elastic tooth and the comparatively inelastic alveolar bone. It sup- 
ports the tooth in its position against movement through the pull of 
its fibers in one area, combined with resistance to compression of 
the membrane in an opposing area. When we chew food and bite on 
the teeth with 40 to 150 pounds pressure per square inch, the food 
buffers the shock slightly, but when the force reaches the tooth, it 
is the periodontal membrane alone that cushions the shock, i.e., 
gives under the force. In normal chewing, there is a combination of 
the lateral motions and the vertical or up and down motions of the 
jaw. This vertical motion is responsible for the intermittent quality 
of the force upon the tooth. In this momentary contact and release 
of normal function, the fibers of the periodontal membrane are inter- 
mittently stretched and released and the thickness of the periodon- 
tal membrane increases and decreases as the tooth moves in func- 


tion. This normal function is conducive to the health of the perio- 
dontal membrane. 


ABNORMAL FUNCTION IN BRUXISM 


Destruction; In the habit of clamping and grinding, which mani- 
fests itself with numerous variations, the force applied to the tooth 
is almost always sustained rather than intermittent. Under the sus- 
tained pressure, groups of periodontal fibers are under constant ten- 
sion without release or rest. In opposing areas, the periodontal 
membrane is compressed for periods of time without release. This 
prolonged tension and compression may cause congestion and irrita- 
tion of the periodontal membrane as differentiated from the stimulat- 
ing effect of the intermittent force. The repeated forces of habit ori- 
gin can, in time, seriously damage the periodontal membrane, caus- 
ing periodontal disease, or they may become a secondary factor in 
an already existing periodontal disease. 


Orthodontic researches (Oppenheim) have proved that light sus- 
tained force, i.e., in ounces, will cause tooth movement without de- 
velopment of pathosis in the periodontal membrane. However, when 
the sustained pressure of an orthodontic appliance is increased be- 
yond a critical amount, there is degeneration of the periodontal mem- 
brane or resorption of the root and possibly destruction of the alve- 
olar bone. Yet the amount of sustained pressure which these studies 
have shown to be dangerous to the periodontal membrane is only a 
small fraction of the pounds per square inch applied in grinding hab- 
its. The slight amount of this pressure leads to the conclusion 
that it is the sustained quality of the pressure in the clamping or 
grinding habits that is its most harmful characteristic. 


Three properties of the force relayed to the periodontal mem- 
brane in clamping or grinding habits differentiate it from normal 
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function: 


1. The constancy of its force (the fact that it is not intermittent.) 


2. The excess force in pounds. 

(a) The total muscular force may be applied on a small group 
of teeth because of extractions or the particular « character 
and direction of the habit and 

(b) The muscle strength of the individual may be overdevel- 
oped as a result of the clamping and grinding habit. 


3. The excessive time per day that the force is applied. 


Coolidge says that ‘‘where the periodontal tissue is continuous- 
ly traumatized but not entirely destroyed, degeneration occurs in the 
form of hyalinization of this tissue. In a histologic study of the per- 
iodontal tissues of fifteen human jaws, he found that abnormal or 
excessive stress resulted in pathologic changes similar to those 
seen in animals where excessive orthodontic forces were applied. 
These changes were hemorrhage, thrombosis, hyaline degeneration 
and necrosis of the periodontal tissue, excessive bone resorption, 
root resorption and fractures of cementum from the root surfaces. 


In most cases bruxism causes and perpetuates a destructive proc- 
ess. Rosenburg says that “‘bruxism may eventually lead to a vicious 
cycle by causing paradontosis, thus impairing mastication and caus- 
ing malnutrition. The malnutrition in turn leads to failure of other 
organs and a general malaise, causing increased feeling of concern 


and inferiority, and further emotional unbalance, potentiating the 
bruxism.”’ 


Stimulation: However, in some few cases, there may be a stimu- 
lation of growth and development of the periodontal tissues due to 
bruxism. Miller says the amount and type of tooth function deter- 
mines the structures of the alveolar and supporting bone. Leof has 
reported that in some cases of excessive grinding (bruxism), the 
hyperfunction may even result in a periodontal condition of greater 
health than average, i.e., greater density of alveolar bone and bet- 


ter health of gingival margins. This does not occur with clamping 
habits. 


INCIDENCE 


There have been no studies of statistical value concerning the 
incidence of bruxism. There has been, however, considerable clin- 
ical evidence reported which indicates a definite relationship be- 
tween bruxism and periodontal disease. Boyens reports that almost 
100: per cent of periodontal patients are or have been bruxists in 
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some form. In a study of 100 of his periodontal patients, 78 were 
found to exhibit bruxism. 


Leof agrees by stating that ‘‘clinical observation has demon- 
strated that the majority of periodontal cases have, as a significant 
factor, some pressure habit or habits, either as an initial or as a 
contributory cause.’’ He made a thorough study of 171 periodontal 
cases with habit involvements and followed 52 cases for five to ten 
years after treatment. He found that clamping habits were the most 
common, with grinding habits next and finger nail biting, wrist bit- 
ing, etc., the third most common. The incidence of clicking the 
teeth together or chewing on foreign objects such as pencils or spec- 
tacles was the least significant habit in these cases. 


Matthews, interested in the incidence and treatment of bruxism a- 
mong school children, reports that ‘‘enquiry from school medical offi- 
cers reveals that the condition is well known, but no active steps 
are taken to correct it. Further enquiry reveals that it is not un- 
common among adults, judging from comments of army doctors.’’ 


TREATMENT (MECHANICAL) 


Restoring Lost Vertical Dimension: As it was previously men- 
tioned, most of the treatment for bruxism has been of a mechanical 
nature. This treatment usually is an attempt to restore the vertical 
dimension by various mechanical means. As one might suspect, the 
habits usually persist and the patient either chews through the res- 
torations or develops periodontal disease due to the abnormal stress- 
es. 


Occlusal Equilibration: More success has been noted in cases 
where a traumatic occlusion is the precipitating cause. Tishler said 
that the habit of grinding or pressing the teeth together occurs so 
frequently in connection with traumatic occlusion that he believes it 
to be a contributing factor of major etiological importance. He adds 
that the proof of this contention lies in the fact that an occlusal ad- 
justment, which distributes the occlusal forces more equitably, re- 
sults in an immediate disappearance of the habit. Sorrin, Miller, 
Susman and many others agree that occlusal equilibration should be 
an integral part of the treatment for bruxism. Even if this does not 
stop the habit, it will at least distribute the stresses more evenly, 
helping the prognosis somewhat. 


However, Boyens says that it is impossible to remove all poten- 
tial causes and even then the habits may be of such long duration as 
to have become an unconscious habit. 


Construction of Splints: The next most common mechanical treat- 
ment is that of splint construction, usually made so as to immobilize 
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the mandible during sleep. Although some authorities indicate that 
this method is used routinely (Susman, Ingersoll and Kerens, Kaner, 
Glickman and Matthews), it is employed with caution as abnormal 
stresses can still be brought to bear on the teeth and periodontal 
tissues. For example, Leof says that immobilizing splints are to be 
used only as a last resort and then only for not longer than two 
months to break the habit. Matthews has published a technic for the 
construction of rubber latex splints because he believes the acrylic 
splints are deleterious to the tissues. Kaner offers a technic for 
construction of a combination acrylic-vulcanite splint. Ingersoll and 
Kerens propose a technic for construction of a semi-soft vinyl resin 
splint. It is said to be not so hard as to cause damage nor soft e- 
nough to allow the patient to still practice the grinding habits. 


These splints may serve several functions. First, they may sim- 
ply prevent any movements from taking place but this is not likely. 
Secondly, and probably more important, the presence of the splint in 
the mouth and its resistance when movement is attempted probably 
serves as a reminder to the patient that he should not attempt to 
grind his teeth. Thirdly, the points of interference or trauma due to 
faulty occlusion cannot be reached and concentrated on, thereby the 
patient receives no enjoyment nor satisfaction from his grinding. 


PSYCHOTHERAPY 


History Taking: ‘If the history serves no other purpose, it makes 
the patient feel that the dentist is interested in him as a person and 
does not consider him as just a mouth full of teeth to be filled or ex- 
tracted’’ (Chavoor). Campbell says that “‘the one essential tool for 
exploration of this field (psychosomatic oral disease) is good histo- 
ry taking. Not only is a circumscribed disease process studied, but 
the sequence of events in the person’s life leading up to and includ- 
ing the time of onset, such as states of worry, fatigue, frustration, 
etc., in business and family relationships, should be sought and 
thoroughly investigated. It will be amazing how frequent is the as- 
sociation of prolonged financial worry or marital incompatibility 
with dental caries or paradentosis.’’ Both Cobb and Dunbar provide 
excellent technics for psychosomatic history taking. 


Actually, the history taking is the most important step in both 
diagnosis and treatment of occlusal habits. Without a proper histo- 


ry the diagnosis, and consequently, the treatment of the condition 
will be incorrect. 


Autosuggestion: Boyens says that the conscious mind makes use 
of, and controls, the unconscious mind to a large extent. To exer- 
cise this control effectively for our therapeutic purposes, we can 
make use of autosuggestion. Autosuggestion involves the repetition 
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of a fixed and positive thought, worded in such a manner that the un- 
conscious reaction is one of harmony and in accord with conscious 
demands. His first suggestion is used to help establish the diagno- 
sis in patients who are unaware of any occlusal habits; i.e., “‘I will 
catch myself if | bite or clench my teeth.’’ The next suggestion, to 
be used to establish a diagnosis for night grinding is “I will awaken 
myself if I bite or clench my teeth.’’ If the patient suffers with in- 
somnia, he gives daytime suggestions only. This form of autosug- 
gestion makes, or tends to make patients conscious of a habit which 
heretofore has been unconscious. After the patient is aware of the 
habit, he can stop it voluntarily. Boyens first tried negative sugges- 
tions such as “I will not bite my teeth’’ but had little success with 
these suggestions. While he used autosuggestion specifically to 
check bruxism, he adds that there is the probability that other un- 
conscious habits, such as lip or nail biting and thumb sucking can 
also respond to this type of treatment. 


Leof describes a treatment plan somewhat similar to Boyens’. 
The patient is made conscious of his habits and is told to substitute 
the normal rest position for the abnormal habits. For night grinding, 
a relaxation routine is set up and the patient is observed by a mem- 
ber of the family for results. If this does not work, a change in 
sleeping position is tried. Sleeping on the back without a pillow 
tends to pull the mouth open and gives good results. If this is not 
effective, an alarm clock is used to wake the patient every three 
hours to remind him to relax his jaws. All this tends to bring an un- 
conscious habit to a conscious level where it can then be controlled. 


Referral to Psychiatrist: Borland states that attempts on the 
part of the dentist to diagnose and treat before such resolution has 
occurred are almost certain to fail, but a cooperative approach by 
the dentist and his colleague, the psychiatrist or psychologist, of- 
fers a good prognosis. Borland indicates that it is very easy in 
most situations to explain that problems as worry, tension, and emo- 
tional duress often make pain and other sensations more noticeable 
and less easily tolerated. With this approach, a psychological re- 
ferral can be accepted by most patients without resentment or de- 
fensiveness. 


CONCLUSIONS 


Bruxism can, in most instances, be considered as a finding of a 
much greater and more burdensome underlying emotional disturbance. 
The relief given by removal of such conditions, with subsequent cor- 
rection of occlusal habits, is inestimable. 


“The application of psychosomatic principles to dental medicine 
is a field wide open for exploration. As long as physicians, sur- 
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geons, and dentists limit themselves to their special treatment of 
specific organs or systems, they will never see the patient either as 
a total organism of interrelated organs and systems, or as a member 
of a community. The ‘oral cavity’ is a verbal fiction as a moment's 
consideration shows.’’ (Campbell) 


Likewise, Burstone says, ‘‘It is apparent that there are certain 
psychogenic factors in the etiology of dental ills. Dentistry, if it is 
to fulfill its obligation as a health service, must be prepared to rec- 
ognize the possibilities of a psychic as well as a physical and phy- 
siochemical etiology in dental disturbances. From the therapeutic 
viewpoint, this means that attempts to treat by purely mechanical 
means, conditions in which there are psychic components, are inade- 
quate. We must, therefore, make every effort to equip ourselves 
with the knowledge necessary to understand the relationship between 
the psychic and somatic processes in dental health and disease.”’ 


CASE HISTORY 


Mrs. R. O. McD., a forty year old housewife, was referred to the 
University of Alabama Dental Clinic April 8, 1953. A \physician 
who had previously examined her recommended the extraction of her 
remaining teeth to alleviate her complaints of ‘‘backache, earache, 
jointache.’’ 


Oral examination revealed a marked generalized attrition with an 
estimated 6-7 millimeter loss of vertical dimension. It appeared 
that probably one-third or more of the clinical crowns of the anterior 
teeth had been worn away. The enamel and dentin was normal in so 
far as physical characteristics were concerned. All first molars and 
the mandibular second molars were missing. The maxillary second 
molars were extruded. The remaining teeth exhibited very little ev- 
idence of caries experience. There was a considerable amount of 
calculus present but the periodontal condition was average or pos- 
sibly better than average for a person this age. Full mouth roent- 
genograms indicated a relatively normal periodontal condition, with 
no caries and no apical pathology being observed. Areas of pulp 
calcification could be seen in all the teeth and were particularly 
noted in the lower anteriors. 


The patient’s facies was that of an edentulous person. The chin 
had assumed a protrusive position; the lips appeared as thin lines; 
and the corners of the mouth were deeply fissured. The patient’s 
manner was rather strained. She looked uncomfortable and tired,and 
seemed to be somewhat reluctant to ask that her teeth be extracted. 


According to the patient, her bruxism began about eight years a- 
go, with the grinding habit being practiced only during sleep. For 
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the past five years nocturnal bruxism has been so pronounced that 
her husband has not been able to sleep in the same room with her 
because of the noise. The patient also reported that her teeth have 
been very sensitive to thermal changes and to acid foods. For this 
reason she has refrained from eating certain foods such as ice cream 
and apples. The abnormal sensitivity was probably due to the ina- 


bility of the pulp to form secondary dentin as fast as the tooth struc- 
ture was being worn away. 


The patient had noticed that upon awakening her jaws were 
‘tightly closed, tired and stiff.’” Her teeth were ‘‘sore.’’ Movement 
of her lower jaw caused “‘popping, clicking and grinding noises.’ 
Palpation and auscultation of the temporomandibular joints indicated 
that both joints were involved in producing the noises and discom- 
fort. The patient reported that for the last eight years she had also 
been bothered with ~araches which, in the last five years, had be- 
come more or less constant. 


Throughout the history taking, a possible cause for the grinding 
neurosis was sought. The patient insisted that she had no more 
complaints nor burdens than the average person. But at the same 
time she revealed that almost every afternoon she would become so 
depressed that she would cry for two or three hours for no reason at 
all. She also reported that she had a ‘‘nervous bladder,’’ which re- 
quired relief every half-hour or so during the night and day. Chronic 
depression and loss of sleep kept her in a state of exhaustion at all 


times. Her physician had treated her unsuccessfully with vitamins 
and sedatives. 


The dental examiner* realized that the extraction of the remain- 
ing teeth and construction of dentures would not solve this patient’s 
problems. In fact, the loss of her natural teeth would have, in all 
probability, depressed her even further. The patient indicated that 
she would be willing to undergo psychotherapy and was therefore re- 
ferred to the Psychosomatic Clinic ofthe Jefferson-Hillman Hospital. 


The patient was seen in the Psychosomatic Clinic for a total of 
about four hours divided into thirty-minute appointments. The eight 
visits were spread progressively further apart. Psychotherapy, ex- 
cept for follow-up checks, was completed in about four months. 


The attending psychiatristt recorded the following notes in Mrs. 
McD.’s clinic chart. ‘‘At the first yisit, Mrs. McD. was tense, ap- 
prehensive and considerably depressed. The Rorschach test con- 
*E. Cheraskin, M.D., D.M.D., Chairman, Department of Oral Diagnosis and Oral 


Medicine, University of Alabama School of Dentistry, Birmingham, Alabama. 


TJ. W. MacQueen, M.D., Consultant, Psychosomatic Clinic, Medical College of 
Alabama, Birmingham, Alabama. 
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Fig. 1. Profile view illustrating loss of vertical di- 
mension, fissuring at the corner of the mouth, and 
thin lip line. 





Fig. 3. Generalized abrasion of the maxillary teeth 
with pronounced dentinal cupping due to fast rate of 
wear, 


Fig. 2. Reduction in length of clinical crown, ex- 
posure of dentin. 





/ 


Fig. 4. Acquired centric showing loss of vertical 
dimension. 







Fig. 5. Maxillary study cast with acrylic splint in 
position. 
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firmed the depression. She was sleeping fairly well, but fitfully 
waking up during the night to empty her bladder. Her husband had 
told her repeatedly that while she slept, she would grind her teethto 
the extent that it annoyed him. The patient was not conscious of 
grinding her teeth during the daytime. 


Further questions revealed that Mrs. McD., although middle aged, 
was still closely attached to her mother and the chief point of dis- 
turbance was her mother’s control over Mrs. McD.’s children. The 
mother lived close by and would frequently come to visit. She had a 
rather dictatorial manner, and would give the children harsh correct- 
ive discipline which made Mrs. McD. resentful. Mrs. McD., having 
been reared under the same strict discipline, dared not oppose her 
mother for fear of offending her. The fact that Mrs. McD. had a son 
in the Armed Forces did not seem to disturb her as much as her 
mother’s attitude. Mrs. McD. said she could not stand the situation, 
but that there was nothing she could do about it. 


The psychiatric examiner believed that Mrs. McD.’s depression 
was simply a reaction to this situation rather than being a true de- 
pression. Since the examiner felt that good rapport had been ob- 
tained during the first interview, amphetin compounds were pre- 
scribed to control the depressive element and mild sedation was pre- 
scribed to improve the sleep pattern. Psychotherapy in the form of 
insight and reassurance were utilized to help Mrs. McD. relieve the 
tense situation between herself and her mother. It was explained 
that her elderly mother perhaps still considered Mrs. McD. a child, 
and therefore assumed considerable responsibility for the rearing of 
Mrs. McD.’s children. It was further explained that the grandmother’s 
behavior might be partially caused by certain degenerative cerebro- 
vascular changes, which commonly occur in senile individuals. 


Mrs. McD. was advised to discuss the point of irritation with her 
mother in a pleasant, lady-like, but firm manner. She was encour- 
aged to do this unemotionally, as it was pointed out that one cannot 
be emotional and think clearly at the same time. The examiner rec- 
ognized the fact that Mrs. McD. did not wish to hurt her mother by 
being rude, abusive or resentful. However, it was pointed out that 
Mrs. McD.’s mother would have to understand that her interference 
was the chief cause of Mrs. McD.’s poor health. 


The patient was seen at frequent intervals for a few times and 
began to improve as far as her depression and sleeping were con- 
cerned. Following the psychiatrist’s advice, Mrs. McD. had openly 
discussed the problem with her mother, presumably in an unemotional, 
tactful, but firm manner. At first the mother was extremely offended, 
and this in tum further upset Mrs. McD. However, Mrs. McD.’s 
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mother soon began to interfere less and less. The children particu- 
larly responded to the relief of their grandmother’s disciplinary 
measures and became more happy. This pleased Mrs. McD. and 
helped her maintain the position she had taken in regard to her 
mother. Eventually, both women became adjusted to a new relation- 


ship. 


With continued reassurance and support Mrs. McD. continued to 
improve and seemed to enjoy coming to the clinic to talk with us. 
We could never discover that she had been unkind to her mother. 
Apparently she had followed well our instructions in handling the 
problem with her mother. As the patient improved and felt better, her 
whole personality changed. Mrs. McD. stated that as long as_ she 
thought she was doing the right thing, she did not worry about her 
mother’s attitude. She finally recognized that her mother’s behavior 
was that of an immature, elderly person. 


It was thought that psychotherapy brought considerable comfort 
and relief to this patient. The problem involved a middle-aged wom- 
an who had never achieved a normal degree of independence from her 
domineering mother. This case seems to indicate that bruxism may 
have an emotional component and can be classed as a psychosomatic 
illness. 


On the patient’s third visit, an acrylic splint which covered the 
palate and occlusal surfaces of the maxillary teeth was given to her 
with instructions to wear the appliance at night. On each subse- 
quent visit the splint was examined for signs of abrasion. The marks 
and scratches were then removed by polishing. The patient reported 
that the splint was not uncomfortable and that she “‘lost’’ it only 
two nights. For the first three or four weeks the splint showed con- 
siderable evidence of night grinding. However, this diminished until 
at the end of three months there was no evidence of any night grind- 
ing. In addition, the patient reported that hér teeth were less sensi- 
tive and that for the first time in five years she could bite into an ap- 
ple without suffering pain. 


Although this case has been followed for only one year, it ap- 
pears that Mrs. McD. is now a normal happy person. She has beenre- 
lieved of her ‘‘backache, earache, jointache.’’ She sleeps soundly 
throughout the entire night, and she no longer experiences the after- 
noon periods of depression. Following completion of the psychother- 
apy, Mrs. McD. was happy to be referred to the dental ‘clinic for fall 
mouth rehabilitation rather than for full mouth extraction. 


It is our opinion that the service rendered this patient indicates 
that a proper diagnosis must of necessity consider the psychosomatic 
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aspects of dentistry. 
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THE “AS IF’’ ATTITUDE 
IN ILLUSIONS OF ANESTHETICS WITH HYPNOSIS* 


PHILIP AMENT, D.D.S., F.A.S. P.D.** 
Buffalo, New York 


HE ‘“‘as if’’ attitude as discussed in the field of psychology 

and psychiatry is the same as that used in the utilization of 
hypnotic techniques in the general practice of medicine and dentistry. 
The simplest way to explain this term ‘“‘as if’’ is the incident which 
brought it to my attention. About ten years ago while instructing a 
group of dentists, one trainee, a dentist who was a director of psy- 
cho-drama as well, said at the end of our course that the whole in- 
duction procedure was very comparable to his work in rehearsing the 
players to act “‘as if’’ they were the characters in a drama. More 
recently Dr. Sarbin® of the University of California has proposed a 
theory to substantiate this thought. 


Throughout the clinical practice of the use of hypnosis in den- 
tistry we have availed ourselves of the ‘‘as if’’ attitude. We have 
been able to intensify the production of anesthesia from analgesia to 
more profound states by the application of the ‘‘as if’’ behavior. 


When one understands the effects of anesthetics on the patient, 
it is possible to assist the patient in obtaining these illusions to a 
greater degree. Much of this depends on the patient’s motivation, 
and also his reactions to anesthetics on previous occasions. It is 
advisable to take a case history to include the following: 
1. What anesthetics the patient has had. 
2. What operation the patient had under this anesthetic. 
3. Were the experiences of the anesthetic enjoyable? 
4. What was the emotional state of the patient at the time of 
taking the anesthetic. 
5. Any other questions that may have a bearing on the crea- 
tion of the illusion. 


In creating an illusion of an anesthetic the patient may say, “‘I 
didn’t mind the ether I had some time ago, but I did not like the feel- 
ing of nausea after it.’” It may then be suggested that with every 
breath the patient takes she should breathe in ‘‘as if’’ she is breath- 
ing in ether, but that she will not have the nausea later. 


One should be conversant with the possible advantages and dis- 
advantages of any drug so that in giving the illusion we may delete 
* Given at Long Island University Workshop in Hypnosis October 26, 1956. 


**Examiner and Instructor of Hypnodontics accredited by the Amer. Soc. of Psycho- 
somatic Dentistry. 
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any disturbing factor that the patient may have had during his experi- 
ental time of administration of the anesthetic. For example, Adriani' 
lists the disadvantages of the use of ether. This includes a slow 
recovery period, irritation to respiratory passages, nausea and vomit- 
ing. He also lists the advantages as follows: ‘‘It has a wide margin 
of safety. It is not a circulatory depressant. It allows the use of air 
as a diluant and source of oxygen because the concentration required 
for anesthesia is low.’’ It avoids the dangerous effects of ahoxia on 
the liver, heart, brain and kidneys. ‘‘It is the safest of the volatile 
agents in inexperienced hands.’’ We may, therefore, recommend when 
giving the illusion of ether that the patient breathe in ‘‘as if’’ he 
were getting ether without subsequent nausea and vomiting and that 
it will be very pleasant. 


Many people have had the experience of pentothal sodium. Here 
again one should find out what experiences the patient had while 
under this anesthetic. What was the nature of the operation? Were 
the experiences pleasant? With this in mind it is possible to deter- 
mine whether we should give our patient the illusion of pentothal 
sodium. Frank T. Evansé lists certain contra-indications to the actu- 
al administration of this drug that may have a bearing on the ultimate 
success of the production of the illusion under hypnosis. He states 
that much ofthe danger involved may be due to the lack of experience 
of the administrator. He is concerned about the operative procedure 
precluding the maintenance of adequate airways. Bear in mind that 
this is a discussion of the actual administration of pentothal sodium. 
He is also concerned about the possibility of cardiac failure with 
dyspnea. Adequate oxygenation must be maintained. He cautions 
that this should not be used in relief of pain during labor because of 
the severe respiratory depression which exists in the child after de- 
livery. He states that doses which ensure satisfactory conditions of 
labor may produce a child that never breathes, which definitely pre- 
cludes pentothal sodium from obstetrical use. 


The hypnotic induction of the illusion of pentothal sodium is 
quite another story. An adequate case history must be obtained. 
Patients remember various affects. They remember counting to ten 
or twenty. They may remember counting from 100 down to 85 or so. 
They may not remember counting at all. Some felt that they did not 
have a chance to count. Others had the feeling that it was compar- 
able to a ‘‘lost week-end’’--an experience in their time that was 
missing. Still others remembered that they felt ‘‘as if’? they were 
falling down a cone, and yet others felt ‘‘as if’’ they were flying up 


into a black cone. With the greatest majority the sensations were 
that everything seemed to turn black. One individual felt ‘‘as if’’ 
his head was getting larger and larger. It is interesting to note that 
when the illusion is given, patients invariably react ‘‘as if’’ they 
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were receiving the injection and related the same experiences later 
that they had with the anesthetic. The only time we find that pa- 
tients have a sensation of a complete blackout is with the illusion of 
pentothal sodium. 


In creating these illusions for the individual patient it is a dra- 
matic experience both for the operator and the patient. We cannot 
emphasize too strongly the matter of taking a good case history to 
avoid the emotional factor that may be involved in the production of 
any illusion of anesthesia. For example, at a lecture that I had 
given before the Postgraduate Clinic of the District of Columbia 
Dental Society recently, we had a student as a patient who had had 
pentothal sodium as an anesthetic for an involved operation of the 
lung. With the illusion of pentothal sodium, his head fell to one 
side. Immediately his breathing became rapid and irregular. lis 
pulse was high. The patient was awakened immediately since this 
was apparently hysteria, but not from the dental situation. Upon 
questioning we found that in his experience before the operation the 
anesthetist promised him that he would have pentothal sodium. They 
gave him ether instead which he abhorred because of a previous ex- 
perience with it. He felt that he was repeating this entire situation 
and was receiving ether instead of pentothal sodium. We assured 
him he had nothing to fear and that we would give him the illusion of 
pentothal sodium only and not ether. Upon reinduction, the illusion 
of pentothal sodium was given and his breathing was immediately 
regular and the patient was quiescent--obviously from outward ap- 
pearances ‘‘as if’? he were receiving pentothal sodium. Upon awak- 
ening the patient after a half hour, | saw out of the corner of my eye 
that he quickly rolled up his sleeve. He still felt the needle. He 
was re-inducted and the illusion of the needle was removed. 


Of greater fascination is the production of a spinal on two types 
of patients--those who have experienced this in the past and those 
who have not. For the latter we create a concept of what is to be 
expected. Here again one should keep in mind and should have an 
awareness of what happens to the patient when a spinal is given. 
Adriani lists the disadvantages as non-controllable once adminis- 
tered. With the illusion of the drug it can be controlled since noth- 
ing is injected. He also states that it is not safe for surgery above 
the diaphragm. Here again we should bear this in mind. | am refer- 
ring to actual administration of spinal anesthesia. He also lists that 
distressing circulatory disturbances are common; that post-operative 
headache is frequent, and that it is psychically unsuited for appre- 
hensive patients. He states also that vagal pathways are not blocked 
in abdominal surgery, allowing undesirable reflex stimulation. (This 
may be in reference to paralysis of diaphragm and/or intercostal 
muscles interfering with breathing). It may also be followed by com- 
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plications many of which are serious and permanent. On the side of 
advantages, it provides excellent muscle relaxation. It causes no 
significant blood changes. Adriani also states that it is suitable 
where basal narcotics and inhalant anesthetics are contra-indicated. 
He also states it allows the use of cautery and electrical appliances 
during surgery. 


With the illusion of a spinal, one should keep these disadvantages 
and advantages in mind with the understanding that no drug is being 
administered as such. However, the patient may react “‘as if” the 
drug were administered and precautions should be taken to find out 
what actually did happen during its actual administration. It is de- 
sirable--even with the illusion--to keep the patient quiescent for a 
short period of time without permitting him to arise after the illusion 
is removed in order to give the extremities a chance to return to nor- 
mal and to permit the altered physiology to retum to normal. One can 
see the clinical application of this to the field of obstetrics, gyne- 
cology and for those surgical procedures that may involve the iner- 
vation from the 4th lumbar region down. One of the surgeons recently 
used this technique very successfully for vein stripping in a case of 
severe varicosities. 


More recently I have given my patients the illusion of refrigeration 
anesthesia for dentistry which is more potent as an anesthetic than 
the illusion of Novocaine or of tlypnotic anesthesia as such. Refrig- 
eration anesthesia is an intensification of the anesthesia ordinarily 
produced by hypnosis. This type of anesthesia may not always be 
recognized by the patient until tested with an explorer or scalpel or 
a clamp. According to Victor Robinson* “‘the physiologists have long 
been familiar with the cold block of nerves, which means that nerves 
cooled below a certain temperature cannot transmit stimuli or sensa- 
tion.” Temple Fay°of Temple University School of Medicine states 
that ‘“‘the indications are to control intractable pain, and as a treat- 
ment for shock.’ Ciacatto and Cattaneo’ of the University of Turin 
feel that a safer hypothermia is achieved when low body temperatures 


are reached quickly. This illusion can be given quickly with hyp- 
nosis. 


Refrigeration anesthesia was given to one of my patients in the 
office of a Buffalo Oral Surgeon for removal of two supernumary teeth 
with the crowns extending practically into the nasal aperture and the 
root tips crowded bilaterally between the tips of centrals and later- 
als. The patient, a 15 year old white male, was told that he was to 
feel ‘‘as if”? the area was frozen with ice. He was asked to project 
these teeth outside of his mouth while the surgeon dissected the pal- 
atal tissue and deflected the entire palate from the right 2nd molar to 
left 2nd molar. The blood circulation was controlled so that the op- 
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erator had a clear field. Hand chisels were used and the bone was 
also drilled around the apices to give access to instruments for de- 
livery of the teeth. The tissue was replaced. The patient had no 
swelling. He was not premedicated, nor was he given post surgical 
sedation. Anesthesia was kept for two weeks or until it was pre- 
sumed by the patient that full healing had occurred. The pulse rate 
was 72 during the full forty-five minutes of surgery. It was observed 
that the patient tensed a bit when extreme pressure was used. He 
was instructed to feel “‘as if’’ the doctor was operating on the teeth 
outside of the mouth. By projecting the teeth outside of the mouth 
and dissociatingthe patient from the surgical procedure entirely, 
there was no other evidence of tensing from the dental situation. 
Subsequently the patient related that he enjoyed the drilling of the 
bone since he remembered this experience when his teeth were drilled 
while under hypnosis on previous occasions. He later remarked that 
he had a very pleasurable experience. He felt no pain at any time. 
Here again we had a case of time distortion since the patient felt he 


was in the chair about two minutes, and had awakened from a grand 
sleep. 


In conclusion, the ‘‘as if” attitude is utilized throughout the en- 
tire clinical dental and medical experiences for the production of 
relaxation, the illusions of the various inhalant anesthetics, refrig- 
eration anesthesia, pentothal sodium and nerve block. Moreover, the 
“‘as if’’ attitude lends itself extremely well to the intensification of 
these illusions either singly or in combination. 
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PSYCHOLOGIC ASPECTS OF DENTAL PRACTICE 


S. JOSEPH BREGSTEIN, D.D.S. 
Brooklyn, New York 


relatively new phase of interest in dental practice is the ob- 

servance of psychologic reactions of patients to dental treat- 
ment. This awareness is by no means confined to patients per se, but 
includes an understanding of the dentist’s personality as well. Nor 
malcy is a loosely used word which can have reference only asa 
standard of measurement from which point of departure degrees of 
adjustments are calculated. On this premisé, therefore, we cannot 
characterize a person as normal, neurotic or psychotic, unless we 


evaluate how far his traits have strayed from an accepted definition 
of personality. 


Personality is an integrated pattern formed into a psycho-physi- 
cal shape based upon hereditary potentialities. Environmental in- 
fluences create a profound effect upon the total personality. An ad- 
eqiately adjusted individual has the inherited, or perhaps, condi- 
tioned intelligence, to either reasonably yield, compromise or dom- 
inate a situation. The person with evidence of neurotic tendencies 
is insecure, has among others, compulsions, or guilt feelings. He 
experiences difficulties in holding back the pressures of life. He 
reaches a breaking point of tension unless directed by professional 
counsel toward a more normal state. Without this guidance, the 
threshold of tension may break from the uncontrolled force of pres- 
sures, and he leaves the land of realism to enter into a new world of 


fantasy. In this way, the psychotic individual becomes more com- 
fortable by contented surrender. 


To illustrate with a humorous incident, a fine young woman visit- 
ed the office of a psychiatrist. She said, ‘‘Doctor, my family thinks 
I’m crazy because I like buckwheat cakes.”” He replied, ‘‘That’s no 
indication you are unbalanced. I’m also fond of buckwheat cakes.’’ 
With a satisfied glint in her eyes, she said, ‘““Really? I’m so glad, 


doctor. You must come over to my house; [ have six trunks full in 
my attic.’’ 


In the practice of dentistry, it is incumbent upon us to evaluate 
the actions of patients. This appreciation of personality character- 
istics aids the dentist in diagnosis and treatment planning. It also 
establishes a more accurate patient-dentist rapport thereby aiding in 
our management of difficult personalities. 


Recently, a woman aged 55, visited our office with the chief com- 
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plaint of right side glossodynia. She was mortally afraid of cancer, 
and expressed the belief that all her troubles stemmed from two bi- 
cuspids on the upper right jaw. She constantly kept a wad of chew- 
ing gum over these teeth to prevent ‘‘sharp edges which cut her 
tongue. *’ 


The teeth were carefully examined and radiographed. There was 
no evidence of irritation nor, by any stretch of the imagination, could 
she reach the area with that part of the tongue which was painful. 
Referring to this patient’s record chart, we noted that she had had a 
similar complaint at various times since 1954. At that time, and at 
present, the tongue appeared macroscopically normal. From time to 
time, she had developed cheilosis. She had been referred to her fam- 
ily physician for vitamin therapy. However, she never completely 
followed through with his advice and, during the past six months, 
kept the tooth covered with chewing gum. 


Her past family history was as follows: Married; meagre school- 
ing; has two children - one married daughter living in the suburbs. 
The younger daughter is afflicted with a tubercular spine. Her 
growth was thwarted and she is misshapen. Considerable costs have 
been detracted from her husband’s modest earnings to pay for 25 
years of medical care for this daughter. 


The patient’s mother and the husband’s father lived with the fam- 
ily. The mother died recently after many years of illness. The fath- 
er is in his eighties and requires constant attention for his inconti- 
nence and other senile demands. An analysis of this patient’s di- 
lemma from a psychiatric point of view is that her demands to remove 
the teeth, the chewing gum ‘‘cover up,’’ the magnified tongue aber- 
ration, are all pathognomic of a psychic endeavour to reject her own 
personal home problems. 


She is fed up with the expenses they’ve had with their daughter. 
She wants to reject that child. She is unconsciously sorry the de- 
formed girl was bom. Though she doesn’t express it, she feels guilt 
because it was through her pregnancy that this came to be. A Freud- 
ian concept of teeth is that they have a phallic representation. Cov- 
ering the teeth with gum indicates an endeavour to cover the male 
organ to prevent conception. Had there been coitus interruptus by 
artificial means she would not have bom the child she nowuncon- 
sciously wishes were non-existent. By demanding the removal of 
these teeth, her mind fantasies that by transference, she will correct 
the situation. This is an expression of defeatism, of surrender from 
the realistic world into her own special realm of personal comfort. 


Similarly, by extraction of teeth she is getting rid of the aged fa- 
ther. This unfortunate patient needs psychiatric care. The dentist 
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should recognize this fact and refer people so disturbed to their phy- 
sicians for continuance of observation. It is not within our province 
to attempt treatment. But it is within our sphere to notice neuroticor 
psychotic tendencies and to postpone or refuse anything but emer- 
gency treatment for these individuals. 


In the division of prosthesis in dentistry, we often meet the pa- 
tient who seems to be giving the dentist ‘‘a hard time.’’ Full den- 
tures are constructed employing all known modem principles. The 
dentures fit well and are pleasing esthetically. The patient comes 
back weekly with a long list of complaints, most of which are un- 
reasonable or invalid. 


These otherwise nice folks are trying to adjust to the world and 
people about them. However, they are filled with feelings of insecu- 
rity, guilt or compulsions. They have failed to dissipate the ten- 
sions about them as others can by resorting to their work, hobbies, 
social interests or family. They plague the dentist with what is 
physically inconsequential but to them is important. 


Phobias develop such as cancer, choking, jaw ‘‘pains,’’ and a 
host of others. It seems paradoxical that they readily assume these 
new burdens superimposed upon those they already carry. But, the 
old problems are in their subconscious minds, and are not recogniz- 
able to them. Long-term complexes, unsatisfied desires or persecu- 
tions are factors which molded their present personalities. These 
may be engendered by environmental influences or perhaps are due to 
an inherent weakness of mental or moral traits. 


Our method as dentists is to permit complete ventilation. Let 
these patients express themselves, no matter how vehement they may 
be for the moment. 


To demonstrate our interest and desire tohelp them, we take 
notes, as they talk. Upon completion, we ask, ‘‘Is that all? Are you 
sure there is nothing else?’’ This immediately minimizes the al- 
leged vastness of the original complaints. Then, as the difficulties 
are explained and comparisons made to show that others had to go 
through this trying period of denture adjustment, the notes are 
crossed off one by one. 


Assurance is given that the tissues now have to remould them- 
selves to the corrections made and in a month or so, everything will 
be comfortable. We use positive suggestion in our discourse. Grad- 
ually, the intervals between appointments are lengthened. The pa- 
tient eventually realizes that the dental office is not a sanctuary of 
refuge from reality. He must support himself dentally or resort to 
other compensations to relieve himself from unconscious tensions. 
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These cases are obviously not entirely dental problems. Many be- 
long in the psychiatrist’s office. 


The application of hypnosis and post-hypnotic suggestion fre- 
quently is advantageous for selected cases. However, unless the 
dentist is qualified by virtue of training and experience, it is inad- 
visable to experiment. 


Patients who are experiencing emotional conflicts are especially 
sensitive to injury, however insignificant it may be. They will ex- 
hibit tantrums at the mere sight of a needle or the dental bur. The 
dentist with an awareness of psychology can successfully manage 
these patients. 


In the case aforementioned of the woman who covered her teeth 
with chewing gum, we can help to some extent, although, as dentists, 
we are not in a position to resolve the existing basic neurosis. She 
wants teeth extracted because she wants to punish herself (guilt). 
She develops a cancer phobia because she would be very sick and 
thereby acquire the attention she feels is due her which instead has 
been given to the deformed child. 


A more complete understanding of the total subject of personality 
is advocated for dentists who are in close contact with patients who 
display aberrations. This knowledge assists us in deciding who is 
to receive treatment, how much they are capable of assuming, and 
how successful our procedures will be. 
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